 Table 1 
. Comparative and complementary perspectives on health research
Similarly there is often a split in medical science between researchers and clinicians. One group seeing themselves as rational and rigorous in their thinking and others as sentimental and biased which in turn elicits comments about inhuman treatment and reductionist thinking. Neither of these stances alone is true, each perspective has something to offer the other. However, the predominating ideas in published medical research are those of natural science as informed by statistical data.
Historical context
The science of statistics developed in 18th century France as part of the centralized apparatus of the State. 'Statistics' as the science of state was the empirical numerical representation of the resources available to the State and formed the components of a new power rationality. Health care became as it is now, a political objective, as well as a personal objective. Health, from this perspective, is seen as the duty of each member of society and the objective of all. Individual needs are subsumed within the goals of the collective, the private ethic is informed by the public ethic and objective empirical data are the means by which goals are assessed (see Table 1 ).These data are related to the economic regulation of health care delivery (health as commodity); public order (the regulation of deviance), and hygiene (the quality of food, water and the environment).
From this viewpoint we have the notion of health care, and knowledge about that health care, which is Introduction There is a demand made of practitioners of complementary medicine by the wider community that they validate their work with clinical studies. This is often countered by complementary practitioners with the argument that scientific methods are often inappropriate to the study of these forms of medicine. A similar cry is also heard in orthodox medicine that the strict methodology of science is often found wanting when applied to the study of human behaviour. This has stimulated calls for innovation in clinical medical research''. What we may need then in clinical research is to facilitate the emergence of a discipline which seeks to discover what media are available for expressing clinical change. These media may be as much aesthetic as they are scientific thereby emphasizing the art of healing in parallel with the science of healing. As Langer" writes: 'The function of art is to acquaint the beholder with something he has not known before' (p 22).
Both science and art are activities which attempt to bring certain contents of the world into cognition. The contention of this paper is that when we study human behaviour, and in particular what it means to be sick, to become well again or to live through the process of dying then both forms of acquaintance are necessary for the practice of research in medicine.
In medical research most of the modern initiatives for that research have come from the field of natural science. Such research when applied to the study of human behaviour is partial and neglects the important creative elements in the process, and practice of healing. This is not to deny the scientific, rather to emphasize the aesthetic such that both may be considered together. Unfortunately the tension of understanding both elements of human understanding results in one or the other being denied. Such is the current situation in modern medicine. However, the continuing problems of chronic illness and human suffering urge us to go beyond our partisan beliefs and look again at how we know as well as what we know. This is literally the art of re-search.
The problem facing the clinician is that he must often mediate between the personal needs of the patient and the health needs of the community. These needs are informed by differing epistemologies. Subjective and symbolic reality based on the senses and human consciousness Self maintains its own identity Aesthetic Time as kairos regulated by the State. The objects of that health care (patients), the practitioners of that health care (clinicians), and the providers of that health care (health and State insurance) are informed by the same epistemology. Such was the strength of modern science, it offered a replicable body of knowledge in the face of the ever increasing solipsism of metaphysics in the 18th century.
From a modern scientific stance the body is to be manipulated as an object of the State to whose ends it serves. Such manipulation is served by the processes of classification and normalization. People are observed, classified and analysed as 'cases' according to their deviance from a given norm. Disease becomes a category like any other rather than the unique experience which it is.
The epistemology of this normative process is that of natural science which emphasizes reason, constancy and predictability. In the face of death and disruption the imperative of health is to maintain continuity and control. It is a philosophical assumption that the positive instance of an hypothesis will give ground for further instances. However, there is no logical necessity which will safeguard our passage from past to future experiences.
It is also ironical that modern statistical methods were developed by the agriculturalist Fisher. It was possible in his work to develop hybrid strains of plants which produced identical, albeit sterile, specimens which could be grown in large numbers for statistical comparison. However, for our purposes human beings cannot be reared like cabbages.
A critique of scientific methodology Implicit in much criticism of complementary medical research is the notion that there are 'right' premises for doing science. The implication is that there is a common map of the territory of healing, with particular co-ordinates and given symbols, for finding our way around and that the orthodox map of scientific medicine is the only one. Any different map is seen as deviant, and any challenge to the construction of that map as heretical".
Similarly, when we speak of scientific or experimental validity, that validity has to be conferred by a person or group of persons on the work or actions of another group. This is a 'political' process. With the obsession for 'objective truths' in the scientific community then other 'truths' are ignored. As clinicians we have many ways of knowing; by intuition, through experience and by observation. If we disregard these 'knowings' then we promote the idea that there is an objective definitive external truth which exists as 'tablets of stone' to which only we, the initiated, have access.
Methodological issues
While clinical controlled trial methodology may appear to be scientifically sound a number of articles have questioned the scientific premises of such methods:
(i) A random selection of trial subjects cannot be achieved because any group of patients comprises a highly selected non-random group. (ii) Group generalizations from research findings raise problems for the clinician who is faced with the individual person in his or her consulting room. Individual variations are mocked by the group averages.
(iii) The reliability of our knowledge is only as good as the underpinning hypothesis. Inevitably the reliability of a trial when extended to a broader population is an act of induction". (iv) Persons are not experimental units, nor are the measurements made on persons isolated sets of data. While at times it may be necessary to make this split we must be aware that we are making the act of separating data from persons.
(v) People do not live in isolation. Life is rather a messy laboratory and continually influences the subjects of our therapeutic and research endeavours. Even more daunting is the fact that subjects influence themselves.
(vi) There is no such thing as a purely 'physical' treatment", Treatment always occurs in a psychosocial context. Medicine is a social as well as a natural science. The way people respond in situations is sometimes determined by the way in which they have understood the meaning of that situation.
The above criticisms reflect one of two fundamentally differing approaches to science. One is to develop precise and fixed procedures that yield a stable and definite empirical content. We have this in controlled trial methodology. The other approach to investigation depends upon careful and imaginative life studies which although lacking some of the precision of technical instruments have the virtue of continuing a close relationship with the natural social world of people. (vii) As clinicians the concern for the subject prevails -over the interest of society at large and scientific medicine as an institution. Individual persons are not treated as a means to some collective end in clinical practice, although we may subscribe to a notion of community health. The Declaration of Helsinki States'':
'In any medical study, every patient -including those of the control group, if any -should be assured of the best proven diagnostic and therapeutic method'.
The clinical judgement of the doctor is on the side of the individual patient even if it means the corruption of a research project. When clinicians, who are bound by contracts for treatment, take part in clinical trials then the dilemma is revealed. Either they fulfil their individual contract for treatment with the patient, or they abdicate that contract and fulfil their obligations to the research contract which are concerned with group benefit. This raises further the conceptual issues for health care of whether 'health' is an individual or a societal concept. Are we as clinicians committed to improving the health of individuals we see, or are we directed to improving the health of the communities we serve?
Scientific medicine emphasizes one particular way of knowing and this seems to maintain the myth that to know anything we must be scientists. Ifwe consider people who live in vast desert areas they find their way across those trackless terrains without any understandings of scientific geography. They also know the pattern of the weather without recourse to what we know as the science of meteorology. In a similar way people know about their own bodies and have understandings about their own lives. They may not confer the same meanings as we do, yet it is those meanings and particular belief about health to which we might best be guiding our research endeavours. While as clinicians we may help to bring about a change in behaviour by technical means, it is the person who we have to rely upon to describe the meanings and implications of that change. This also leaves out the burgeoning problem for us as scientists for explaining how a change in meaning can bring about a change in behaviour.
Art and science
'What it (art) does is to formulate our conceptions offeelings and our conceptions of visual, factual and audible reality together. It gives us forms of imagination and forms of feeling, inseparably; that is to say, that it clarifies and organizes intuition itself'. (p397)3
Research from this standpoint is not science in that it has no generalizable reference. The importance of such work is in its particular subjective and unconventional reference. While the aesthetic may appear to occupy a pole opposite to the scientific, we may propose that both poles are necessary to express the life of human beings.
Both art and science bring an appreciation of form and the expression of meaning. Maps, traces and graphs are articulate forms of an inner reality. Soare the objects of art. They exist as articulate forms; they have an internal structure which is given to perception. However, while the graph is a regularized form whereby the individual, as content, is charted upon given axes, the object of art is both the expression and the axes of that expression, ie form and content.
In expressive art sensory qualities are liberated from their usual meaning. While science requires the graph for regularity, art requires that forms are given a new embodiment; they can be set free to be recognized. In this way qualitative form can be set free and made wholly apparent in direct contrast to the questionnaire method where inner subjective realities are submitted to an external objective form. This is not to deny the use of the questionnaire, rather to emphasize the possibility of considering expressive forms when we wish to discover what the quality of life is. Sensual qualities then become of vital import to the whole, not to be rated on a scale, but intrinsic to the total gestalt.
In this way of researching we are concerned with showing rather than saying.
Expression
The artistic symbol negotiates insight not reference. It expresses the feelings from whom it stems and is a total analogue of human life. The symbol and that which is symbolized have some common logical form, ie they are isomorphic.
Science negotiates reference not insight. That which is within the individual is placed within a context.
Music and art are concerned, not with the stimulation offeeling, but the expression of feeling. It may be more accurate to say here that feelings are not necessarily 'emotional state', more an expression of what the person knows as inner life, which may exceed the boundaries of conventional categorization. By encouraging non-verbal forms of expression we can learn and utter ideas about human sensibility. A reliance on verbal methods alone assumes that we can know and speak about all that we are. A reliance on machine expressions of our inner realities assumes that all that we are is measurable and material.
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The art form presents the whole intelligible form as an intuitive recognition of inner knowledge projected as outer form: subjective is made objective but in the terms of the subject. In artistic expression we have the possibility of making perceptible an inner experience.
Conclusion
A time has come when we can judge our research on 'whether it makes a powerful and important contribution to the cumulative evidence' 9 on a particular issue rather than whether or not it formally proves a point. This recognition of subjective data is occurring at a time when an emphasis is being placed on the 'whole' patient.
Balint showed us that it is not solely scientific skills which help us to fully understand the patient. It is possible to have a descriptive science of human behaviour which can be based upon the aesthetic. In this way we can ask of our research that it expresses what it is to be human, what it is to be well and what it is to fall sick.
As modern living provokes ever more anxiety then the present search for scientific solutions based upon predictability, and the attempted control of nature by technology continues. This retreat from the anxiety of dying and its emphasis on the material prevents us from understanding the true process ofliving. How can we then offer hope and comfort to the sick and the dying'"?
The politics of medicine, and the technology of modern medicine which serves it, places the existence of the individual in question. Personal means of health are concerned with a subjective reality which is symbolic. As human beings we are capable of selfregulation, and the foundations of this regulation are not confined to objective criteria. In many cases we are mysterious to ourselves. We have properties which are concerned with a created knowledge.
As clinicians and researchers then, how are we to face the problem of how to constitute an ethics of existence not solely founded on a scientific knowledge of the self which is comparative to group norms, but one in which the principal act is creative? Our task is to ask of ourselves, and then of our patients, 'How can we create ourselves as a work of art?'ll.
The implications of this thinking for research practice is that we can encourage people to develop an articulacy of self based on their own expressive realizations. These may be expressed in the form of music, or pictures or stories. We can encourage people to document their journeys through life not as the accumulation of material quantities of flesh and blood but in sounds, words and pictures. The documentary of life's journey through a chronic illness may be realized in a series of case notes. However, it can also be possible to document that journey as a series of photographs which are far more eloquent for the travellers. The preservation of the values of humanity within our culture are as much in the hands of the clinician/researcher as artist as they are in the clinician/researcher as scientist.
Human behaviour cannot be studied from one point of view only. Within the total repertoire of medicine it is necessary to have different approaches to understanding the world: the scientific and the aesthetic. This position, of multiple understandings, offers an acceptance of orthodox clinical trials together with a promotion of new understandings'<. By doing so differing studies inform each other.
It is vital that we pursue academic rigour in our experimentation. But not by burying our heads in the sand. Rigour without imagination leads to stagnation just as imagination alone leads to anarchy. Modern clinical medical research can combine the two. A combination of rigour and imagination is necessary to meet the challenges of health care. Our intellectual endeavours should be astute enough to see that science can accommodate multiple viewpoints 13 -15 and search for a reconciliation of difference within the framework of the scientific, which is Truth, and the aesthetic, which is Beauty.
